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Summary of Benefits 2027

Provider Partners Illinois Advantage Plan (HMO |-SNP) (H3800-001)
Provider Partners Indiana Advantage Plan (HMO |-SNP) (H4444-001)
Provider Partners Missouri Advantage Plan (HMO [-SNP) (H9191-001)
Provider Partners North Carolina Advantage Plan (HMO |-SNP) (H4439-001)
Provider Partners Pennsylvania Advantage Plan (HMO [-SNP) (H4093-001)
Provider Partners Texas Advantage Plan (HMO [-SNP) (H4054-001)

This is a summary of drug and health services
covered by Provider Partners Health Plans (HMO
I-SNP) for the plan year: January 1, 2027 - December
31, 2027. This plan, Provider Partners Illinois Advantage
Plan, Provider Partners Indiana Advantage Plan,
Provider Partners Missouri Advantage Plan, Provider
Partners North Carolina Advantage Plan, Provider
Partners Pennsylvania Advantage Plan, Provider
Partners Texas Advantage Plan, is offered by Provider
Partners Health Plans. \When this Summary of Benefits
says “we", “us’, or “our” it means Provider Partners
Health Plans. When it says “plan” or “our plan”, it
means Provider Partners Illinois Advantage Plan,
Provider Partners Indiana Advantage Plan, Provider
Partners Missouri Advantage Plan, Provider Partners
North Carolina Advantage Plan, Provider Partners
Pennsylvania Advantage Plan, Provider Partners Texas
Advantage Plan.

Provider Partners Health Plans (HMO I-SNP) is a
Health Maintenance Organization (HMO) Special
Needs plan (SNP) with a Medicare contract.
Enrollment in Provider Parthers Health Plans depends
on contract renewal.

Benefits, premiums and/or copayments/
co-insurance may change on January 1 of each year.
Limitations, copayment, and restrictions may apply.
This information is not a complete description of
benefits.

A complete list of benefits is available in the Evidence
of Coverage. Call Member Services at
1-800-405-9681/TTY 711 for more information or visit
our website at www.pphealthplan.com.

To join Provider Partners Health Plans (HMO I-SNP),
you must be entitled to Medicare Part A, be enrolled
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in Medicare Part B, and live in our service area. This
plan is available to anyone with Medicare who lives
(or is expected to live) for at least 90 days inarow in a
facility like a nursing facility. You must continue to pay
your Medicare Part B Premium.

Our service area includes the following counties in
IWinois (IL): Cook, DuPage, Kane, Lake, McHenry,
Ogle, Will, and Winnebago.

Our service area includes the following counties in
Indiana (IN): Allen, Bartholomew, Boone, Brown,
Carroll, Cass, Clark, Crawford, Daviess, DeKalb,
Decatur, Delaware, Dubois, Elkhart, Fayette, Floyd,
Fulton, Gibson, Grant, Hamilton, Hancock, Harrison,
Hendricks, Henry, Howard, Huntington, Jackson,
Jefferson, Johnson, Knox, Kosciusko, La Porte, Lake,
Lawrence, Madison, Marion, Marshall, Miami, Monroe,
Montgomery, Morgan, Noble, Orange, Perry, Pike,
Porter, Posey, Pulaski, Putnam, Randolph, Ripley,
Scott, Shelby, Spencer, St. Joseph, Starke, Switzerland,
Tippecanoe, Tipton, Vanderburgh, Vermillion, Wabash,
Warren, Warrick, Washington, Wayne, Wells, White,
and Whitley.
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Our service area includes the following counties

in Missouri (MO): Audrain, Barry, Boone, Butler,
Caldwell, Callaway, Camden, Carroll, Cedar, Chariton,
Christian, Clay, Cole, Crawford, Dade, Dallas,
DeKalb, Douglas, Franklin, Greene, Henry, Hickory,
Howard, Iron, Jackson, Jasper, Jefferson, Laclede,
Lafayette, Lawrence, Lincoln, Livingston, Madison,
Maries, McDonald, Miller, Moniteau, Montgomery,
New Madrid, Phelps, Platte, Polk, Ray, Reynolds,
Ripley, Saline, Scott, St. Charles, St. Francois, St.
Louis, St. Louis City, Stoddard, Stone, Taney, Warren,
Washington, Webster, and Wright.

Our service area includes the following counties in
North Carolina (NC): Cabarrus, Catawba, Davidson,
Davie, Forsyth, Gaston, Guilford, Lincoln, Mecklenburg,
Mitchell, New Hanover, Pender, Union, and Wilkes.

Our service area includes the following counties
in Pennsylvania (PA): Allegheny, Armstrong,
Beaver, Bucks, Butler, Cambria, Chester, Crawford,
Delaware, Fayette, Greene, Lancaster, Lawrence,
Mercer, Montgomery, Philadelphia, Somerset, and
Westmoreland.
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Our service area includes the following counties

in Texas (TX): Anderson, Angelina, Bandera, Bexar,
Brazos, Brown, Burleson, Burnet, Caldwell, Chambers,
Cherokee, Collin, Collingsworth, Colorado, Comanche,
Concho, Cooke, Dallas, DeWitt, Delta, Denton, Ector,
El Paso, Falls, Fannin, Fort Bend, Freestone, Garza,
Goliad, Gray, Gregg, Grimes, Guadalupe, Hall, Hardin,
Harris, Harrison, Henderson, Hood, Hopkins, Howard,
Hutchinson, Jackson, Jasper, Jefferson, Jim Wells,
Karnes, Kaufman, Lampasas, Limestone, Lubbock,
Madison, Matagorda, Maverick, McLennan, Medina,
Milam, Moore, Nacogdoches, Navarro, Orange, Palo
Pinto, Parker, Potter, Randall, Refugio, Robertson,
Rockwall, Runnels, San Saba, Smith, Somervell,
Tarrant, Titus, Tom Green, Travis, Trinity, Tyler, Upshur,
Uvalde, Van Zandt, Victoria, Washington, Williamson,
Wise, and Young.

Except in emergency situations, if you use the
providers that are not in our network, we may not pay
for these services.

For coverage and costs of Original Medicare look

in your current "Medicare & You" handbook. View it
online at www.medicare.gov or get a copy by calling
1-800-MEDICARE (1-800-633-4227), 7 days a week, 24
hours a day. TTY users should call 1-877-486-2048.

This document is available in other formats such as
Braille or large print.

This material is available for free in Spanish.
800-405-9681 | TTY 711
Hours of Operation:

October1 - March 31
8 AM - 8 PM Daily

April 1 - September 30
8 AM - 8 PM M-F
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Benefits Provider Partners Health Plans HMO |-SNP

Monthly Plan Premium (includes
both medical and drugs)

You pay:

IL: $760
IN: $17.00
MO: $18.40
NC: $13.30
PA: $12.80
T™X: $6.30

You must continue to pay your Medicare Part B premium.

Deductible

You pay $283 except for insulin furnished through an item of durable medical
equipment.

These are 2026 cost-sharing amounts and can change for 2027. Provider Partners
Health Plans will provide updated rates at www.pphealthplan.com as soon as
they're released.

See outpatient prescription drugs section for Part D deductible.

Maximum Out-of-Pocket
Responsibility (does not include
Part D prescription drugs)

You pay no more than $9,850 annually.

This is the most you pay per year for copays, coinsurance and other costs for
medical services.

Inpatient Hospital

$1.736 deductible for each benefit period.

Days 1-60: $0 after you pay your Part A deductible.

Days 61-90: $434 copayment each day.

Days 91-150: $868 copayment each day while using your 60 lifetime reserve days.
After day 150: You pay all costs.

Beyond lifetime reserve days. You pay all costs.

These are 2026 cost-sharing amounts and can change for 2027. Provider Partners
Health Plans will provide updated rates at www.pphealthplan.com as soon as
they're released.

Prior authorization may apply.

Outpatient Hospital

You pay 20% of the total cost for Medicare-covered services.
Prior authorization may apply.

Ambulatory Surgery Center (ASC)

You pay 20% of the total cost for Medicare-covered services.
Prior authorization may apply.

Doctor Visits
+ Primary care

+ Primary care - Telehealth

- Specialists

You pay 20% of the total cost for Medicare-covered services.
You pay 20% of the total cost for Medicare-covered services,

You pay 20% of the total cost for Medicare-covered services.

Preventive Care

(e.g., flu vaccine, diabetic
| screenings)
L

You pay nothing.

Other preventive services are available. There are some covered services that have a cost.
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Benefits Provider Partners Health Plans HMO I-SNP

Emergency Care

You pay 20% of the total cost (up to $100 maximum) per visit.
Coinsurance is waived if you are admitted to the same hospital within 24 hours for the same
condition.

Urgently Needed Services

You pay 20% of the total cost (up to $40 maximum) per visit.

Diagnostic Services/Labs/
Imaging

- Diagnostic tests and procedures
- Lab services

+ MRI, PET, Nuclear Medicine

+ X-Rays

You pay 20% of the total cost for Medicare-covered services.
Prior authorization may apply.

You pay 20% of the total cost for Medicare-covered services.
Prior authorization may apply.

You pay 20% of the total cost for Medicare-covered services.

You pay 20% of the total cost for Medicare-covered services.

Hearing Services

- Routine hearing exam

+ Supplemental hearing aid

- Medicare-covered hearing
services

You pay $0 of the total cost for one routine hearing exam per year.

IL: You pay $0 for a $2,000 hearing aid allowance that applies to both ears combined
every 2 years.

IN: You pay $0 for a $2,000 hearing aid allowance that applies to both ears
combined every 2 years.

MO: You pay $0 for a $2,000 hearing aid allowance that applies to both ears
combined every 2 years.

NC: You pay $0 for a $2,000 hearing aid allowance that applies to both ears
combined every 2 years.

PA: You pay $0 for a $2,000 hearing aid allowance that applies to both ears
combined every 2 years.

TX: You pay $0 for a $2,000 hearing aid allowance that applies to both ears
combined every 2 years.

You pay 20% of the total cost for Medicare-covered services.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for more
information on the hearing benefit.

Dental Services

+ Preventive and Comprehensive
Supplemental Dental Services

IL: You pay $0 for a $3,000 preventive and comprehensive dental allowance per
year. Once the allowance has been exhausted, you are responsible for the remaining
charges.

IN: You pay $0 for a $5,000 preventive and comprehensive dental allowance per
year. Once the allowance has been exhausted, you are responsible for the remaining
charges.

Y,
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Benefits

Dental Services Continued

+ Medicare-covered dental
services

Provider Partners Health Plans HMO |-SNP

MO: You pay $0 for a $5,000 preventive and comprehensive dental allowance per

year. Once the allowance has been exhausted, you are responsible for the remaining

charges.

NC: You pay $0 for a $5,000 preventive and comprehensive dental allowance per

year. Once the allowance has been exhausted, you are responsible for the remaining

charges.

PA: You pay $0 for a $3,000 preventive and comprehensive dental allowance per

year. Once the allowance has been exhausted, you are responsible for the remaining

charges.

TX: You pay $0 for a $4,600 preventive and comprehensive dental allowance per

year. Once the allowance has been exhausted, you are responsible for the remaining

charges.

You pay 20% of the total cost for Medicare-covered services.
Prior authorization may apply.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for more
information on the dental benefit.

Vision Services
+ Routine vision exam

- Supplemental eyewear

- Medicare-covered eye exams

+ Medicare-covered eyewear

You pay $0 of the total cost for one routine vision exam per year.
IL: You pay $0 for a $300 eyewear allowance per year.
IN: You pay $0 for a $500 eyewear allowance per year.
MO: You pay $0 for a $500 eyewear allowance per year.
NC: You pay $0 for a $300 eyewear allowance per year.
PA: You pay $0 for a $300 eyewear allowance per year.
TX: You pay $0 for a $150 eyewear allowance per year.

You pay 20% of the total cost of Medicare-covered services.

You pay 20% of the total cost of Medicare-covered eyeglasses (lenses and frames)
or contact lenses after cataract surgery.

Call Member Services or refer to the Evidence of Coverage, Chapter 4 for more
information on the vision benefit.

Mental Health Services

- Inpatient Hospital - Psychiatric

+ Outpatient group therapy/
individual therapy visit

_

$1,736 deductible for each benefit period.

Days 1-60: $0 after you pay your Part A deductible.

Days 61-90: $434 copayment each day.

Days 91-150: $868 copayment each day while using your 60 lifetime reserve days.
After day 150: You pay all costs.

Beyond lifetime reserve days: You pay all costs.

These are 2026 cost-sharing amounts and can change for 2027. Provider Partners
Health Plans will provide updated rates at www.pphealthplan.com as soon as
they're released.

Prior authorization may apply.

You pay 20% of the total cost of Medicare-covered services
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Benefits

Provider Partners Health Plans HMO I-SNP

Skilled Nursing Facility

You pay:
Days 1-100: $0 copayment.

Days 101 and beyond: You pay all costs.

Prior authorization may apply.

Physical Therapy You pay 0% of the total cost of Medicare-covered services. Prior authorization
may apply.
Ambulance You pay 20% of the total cost for each one-way Medicare-covered ambulance trip.

Transportation (Non-Emergency,

Routine)

IL: You pay $0 for up to 66 one-way trips per year to health-related locations via taxi,
rideshare services, van, or medical transport.

IN: You pay $0 for up to 74 one-way trips per year to health-related locations via taxi,
rideshare services, van, or medical transport.

MO: You pay $0 for up to 38 one-way trips per year to health-related locations via
taxi, rideshare services, van, or medical transport. This benefit allows members to be
accompanied by a health aide, if the member chooses so.

NC: You pay $0 for up to 70 one-way trips per year to health-related locations via
taxi, rideshare services, van, or medical transport.

PA: You pay $0 for up to 38 one-way trips per year to health-related locations via
taxi, rideshare services, van, or medical transport.

TX: Transportation not covered.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for more
information on this transportation benefit.

Medicare Part B Drugs

You can pay from 0% to 20% for Medicare Part B Chemotherapy/
Radiation Drugs and other Medicare Part B Drugs.

Prior authorization may apply for billed charges in excess of $1,500.

You can pay from 0% to 20% (with a $35 maximum) for insulin per month.
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Benefits Provider Partners Health Plans HMO I-SNP

Annual Physical Exam You pay 20% of the total cost of services.
Foot Care (podiatry services) IL: You pay $0 for up to 5 routine podiatry visits per year.
* Routine foot care IN: You pay $0 for up to 12 routine podiatry visits per year.

MO: You pay $0 for up to 6 routine podiatry visits per year.
NC: You pay $0 for up to 6 routine podiatry visits per year.
PA: You pay $0 for up to 4 routine podiatry visits per year.
TX: You pay $0 for up to 6 routine podiatry visits per year.

+ Medicare-covered foot care You pay 20% of the total cost for Medicare-covered services.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for more
information on the podiatry benefit.

Over-the-Counter (OTC) Benefit Limited to allowance every quarter for specific over-the-counter drugs and other
health-related products, as listed in the OTC catalog.

IL: You pay $0 for a $255 catalog allowance per quarter.
IN: You pay $0 for a $155 catalog allowance per quarter.
MO: You pay $0 for a $175 catalog allowance per quarter.
NC: You pay $0 for a $301 catalog allowance per quarter.
PA: You pay $0 for a $151 catalog allowance per quarter.
TX: You pay $0 for a $70 catalog allowance per quarter.

OTC items may be purchased only for the member and are limited to one order
every quarter. Any unused benefit expires at the end of each quarter and cannot
be carried over to the next quarter.

Call Member Services or refer to the Evidence of Coverage, Chapter 4, for more
information on the over-the-counter benefit.
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Other Benefits

Special Supplemental Benefits for | IL: You pay $0 for a $200 essential clothing allowance per year.

the Chronically I IN: You pay $0 for a $175 essential clothing allowance per year and a $400 healthy
food and produce allowance per quarter.

MO: You pay $0 for a $360 essential clothing allowance per year.

NC: You pay $0 for a $300 essential clothing allowance per year.

PA: You pay $0 for a $300 essential clothing allowance per year.

TX: You pay $0 for a $200 essential clothing allowance per year and a $150 digital
communication allowance per quarter.

"These are special supplemental benefits available only to eligible members. Not all
members will qualify. Members diagnosed with certain chronic conditions and who
meet additional eligibility requirements may be eligible for these benefits. Eligible
conditions may include cardiovascular disorders, chronic heart failure, dementia,
diabetes, and chronic and disabling mental health conditions. Other qualifying
conditions not listed here may also make you eligible. Please contact the plan for
more information about eligibility.

Funds are loaded onto a restricted spend debit card™ for use at participating retail
locations. Food and produce funds are made available quarterly for the purchase of
healthy options through a variety of participating retail locations. The benefit resets
every quarter; any unused funds do not rollover. This can take up to three months.
Eligible members will receive an annual allowance for essential clothing items,

such as sweatshirts, sweatpants, undergarments, and socks. The benefit resets
every year; any unused funds do not rollover. This can take up to three months. The
quarterly digital communication benefit helps eligible members with the cost of a
wireless service provider bill. The benefit resets every quarter, any unused funds do
not rollover. This can take up to three months.

“"The Benefits Mastercard® Prepaid Card is issued by The Bancorp Bank N.A.,
pursuant to license by Mastercard International Incorporated and card can be used
for eligible expenses wherever Mastercard is accepted. Mastercard and the circles
design is a trademark of Mastercard International Incorporated. Valid only in the U.S.
No cash access. This is not a gift card or gift certificate. You have received this card
as a gratuity without the payment of any monetary value or consideration.

Call Member Services or refer to the Evidence of Coverage, Chapter 4 for more
information on the Special Supplemental Benefits for the Chronically ILL

S J/
Pharmacy Prescription Drug Benefits
Deductible You pay $700
Standard Retail Rx 30-day supply Mail-Order 30-day supply
Initial Coverage You pay 25% of the total cost of the drug.  You pay 25% of the total cost of the drug.
Tier 1: All Part D Covered Drugs
You pay $35 per month supply of each You pay $35 per month supply of each
covered insulin product on this tier. covered insulin product on this tier.
Vaccine Tier You pay $0 for pneumonia, influenza, Hepatitis B, and COVID-19 vaccines. For further
information about vaccines, please reference the Evidence of Coverage.
Catastrophic Coverage (after
you or others on your behalf pay
$2,400)
- Generic Drugs You pay nothing.
N Brand-Name Drugs You pay nothing. )
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DISCRIMINATION IS AGAINST THE LAW

Provider Partners Health Plans complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, or sex (consistent with the scope of sex discrimination
described at 45 CFR § 92.101(a)(2). Provider Partners Health Plans does not exclude people or treat them less
favorably because of race, color, national origin, age, disability, or sex.

Provider Partners Health Plans:

- Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and services to
communicate effectively with us, such as:
- Qualified sign language interpreters
- Written information in other formats (large print, audio, accessible electronic formats, other formats)

- Provides free language assistance services to people whose primary language is not English, which may
include:
-+ Qualified interpreters
- Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids and services, or language assistance services,
contact the Provider Partners Health Plans Compliance Officer.

If you believe that Provider Partners Health Plans has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with:

Provider Partners Health Plans Compliance Officer
Mailing Address: 8820 Columbia 100 Parkway, Suite #430
Columbia, MD 21045

Phone: 1-833-213-0636

Fax: 1-844-570-7811

Email: compliance@pphealthplan.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the Provider
Partners Health Plans Compliance Officer is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, S\W

Room 509F, HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

This notice is available at Provider Partners Health Plans website: www.pphealthplan.com
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NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE
SERVICES AND AUXILIARY AIDS AND SERVICES

ATTENTION: If you speak English, free language
assistance services are available to you. Appropriate
auxiliary aids and services to provide information in

accessible formats are also available free of charge. Call
1-800-405-9681(TTY: 711) or speak to your provider.

Espaiiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicién
servicios gratuitos de asistencia lingUistica. También
estén disponibles de forma gratuita ayuda y servicios
auxiliares apropiados para proporcionar informacion en
formatos accesibles. Llame al 1-800-405-9681(TTY: 711)
o hable con su proveedor.

X (Simplified Chinese)

AR INRER [P, BITERBEAEREIES HEIIRS

ARG BRME Y RHEN T EMBRSS, USSR iRt

E}u?éﬂzﬁ% -800-405-9681 (XAEEiF: 711):% X EAYAR
/TE/\ o

Viét (Viethamese)

LUU Y: Néu ban néi tiéng Viét, ching téi cung cdp mién
phi céc dich vu ho trg ngén ngit. Cac ho tro dich vu phu
hdp dé cung cép thong tin theo cac dinh dang dé t|ep
can cling duoc cung cap mién phi. Vui long goi theo sé
1-800-405-9681(Ngudi khuyét tat: 711) hodc trao d6i vai
ngudi cung cép dich vu cla ban.

St=0{ (Korean)

Z0|: [oF=0{] E AHZotA = B 25 A0 A& MH|AS
0|25t o USLICE 0| 7t50 MO 2 YHE HSdh=
Mot B 7|7 Y MHIAE 222 A|SELICEH 1-800-405-
9681 (TTY: 71 1) HO 2 H2ISHHLE AH|A &S 4|0
ZOIBHMAIL.

POLSKI (Polish)

UWAGA: Osoby méwigce po polsku moga skorzystac

z bezptatnej pomocy jezykowej. Dodatkowe pomoce i
us’rug| zapewniajgce informacje w dostepnych formatach
sg rowniez dostepne bezptatnie. Zadzwor pod numer
1-800-405-92681(TTY: 711) lub porozmawiaj ze swoim
dostawca.

s, (Arabic)
3555 LS . Alonkl dygelll Baslnk] loss el Bt s sl Al Erotons S 13 1

08 e sl Blors lal] Jsog)l 35 Olianis Slaslall 5353 dealio Cloasg Suslus Bilug
dousdl puiie J] G o (711)1-800-405-9681
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PYCCKWMU (Russian)

BHVMAHWE: Ecan Bbl roBOpUTE Ha pyccKkmin, Bam
AOCTYMHbI 6eCrAaTHbIE YCAYTN A3bIKOBOW MOAAEPXKKMN.
CooTBeTCTBYIOLME BCMOMOraTeAbHbIE CPEACTBA U
YCAYIM MO MPEeAOCTaBAEHUIO MHPOPMaLMK B AOCTYMHbIX
dopmMaTax Tak»Ke NPeAoCTaBAAOTCA HecrnAaTHO.
MNoseonuTe no Tenedpory 1-800-405-9681 (TTY: 711) nan
obpaTnTech K CBOEMY NMOCTaBLUMKY YCAYT.

Tagalog (Tagalog)

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit
mo ang mga libreng serbisyong tulong sa wika.
Magagamit din nang libre ang mga naaangkop na
auxiliary na tulong at serbisyo upang magbigay ng
impormasyon sa mga naa-access na format. Tumawag
sa 1-800-405-9681(TTY: 711) o makipag-usap sa iyong
provider.

Francais (French)

ATTENTION : Si vous parlez Francais, des services
d'assistance linguistique gratuits sont a votre disposition.
Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont
également disponibles gratuitement. Appelez le 1-800-
405-9681(TTY : 711) ou parlez a votre fournisseur.

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen
kostenlose Sprachassistenzdienste zur Verfigung.
Entsprechende Hilfsmittel und Dienste zur Bereitstellung
von Informationen in barrierefreien Formaten stehen
ebenfalls kostenlos zur Verfigung. Rufen Sie 1-800-405-
9681(TTY: 711) an oder sprechen Sie mit Ihrem Provider.

3Jendl (Gujarati)

el wul sl cm oyzszlcﬂ O{lC-ldl Sl ol HSd HINISIL AUl
QAL dHIRL Hla Guesd . UPY ul@asaél AU e
BisARIetd gPI2H MUSAL Y2l wisa wi-l Ac ugt (- yel
Guaed &9 1 800 405-9681(TTY: 711) U Siel 52U 24Ul dHIRL
Ueldl A2 dld 5.

55y (Urdu)

—ow Vliwd Gleas S dde Cude (S 0Ly o S gz)Ty e =g 93y QT)§| SR SN
Cado L Oleds sl sl Gglse cawlin o S S5 Ml)s Ologlzo (uo pudnyld Sy LB
1-800-405-9681 4 ©lewd(TTY:711) — 3,5 Ob —w 0uiS ohd =) LS Jds w7

fgat (Hindi)

&I 3 gfe 3y f&dl aierd 8, dt 31mudh fog Megfeeh ST W8T
YaTg U Bl & Yr™T HREUl § STHehRT Ua ahe & feld
SUYeRT TgTach FTEH 3R Fary ot (Regfeeh Iuered 81
:ﬁésoo -405-9681(TTY: 711) OR hfcl o< AT 37T UGTdT & &1

|
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NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE
SERVICES AND AUXILIARY AIDS AND SERVICES

Pennsylvanisch Deitsch (Pennsylvanian Dutch)

ACHTUNG: Wann du Pennsylvanisch Deitsch
schwetzscht, sin Hilfsdienst fer die Sprooch fer dich
gratis verfigbar. Passende Hilfsmittel un Dienscht, fer
Informatione in zugangliche Formate ze gebbe, sin aa
gratis verfigbar. Ruf 1-800-405-9681 (TTY: 711) oder
schwetz mit dein Anbieter.

Italiano (Italian)

ATTENZIONE: se parli Italiano, sono disponibili servizi

di assistenza linguistica gratuiti. Sono inoltre disponibili
gratuitamente ausili e servizi ausiliari adeguati per fornire
informazioni in formati accessibili. Chiama I'1-800-405-
9681(tty: 711) o parla con il tuo fornitore.

v (Persian)

Wb)w&bubjuwum:wéuw]uby))ﬁj)lg &Slidzgi
J@)MMUoL@bbbwwwbmyl@SJM SYlahlads
(5-1-800-405-9681- o) Loy . Sdibleos S9290 d&@,m‘wmm@u
6M)9>0MJ@JbbLJLuWW( 711 s:culigl

HZs:E (Japanese)

A BAREZEINSGES BROSEXEY—EXZC
FRAWEEITFET. 7ot T GEHAFIBTE3LS5E
BN B THERZIRM T 37O DB 2B 1E
PH—EXLERTIHIAWE 1T E,1-800-405-9681
(TTY:711) FTHEESES
MRS TE TV

Kreyol Ayisyen (French Creole)

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis éd
aladispozisyon w gratis pou lang ou pale a. Ed ak seévis
siplemanté apwopriye pou bay enfomasyon nan foma
aksesib yo disponib gratis tou. Rele nan 1-800-405-
9681(TTY: 711) oswa pale avek founise w la.

Portugués do Brasil (Portuguese)

ATENCAOQ: Se vocé fala Portugués do Brasil, servicos
gratuitos de assisténcia linguistica estao disponiveis para
vocé. Auxilios e servicos auxiliares apropriados para
fornecer informagdes em formatos acessiveis também
estao disponiveis gratuitamente. Ligue para 1-800-405-
9681(TTY : 711) ou fale com seu provedor.
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Mani2s / (Mon-Khmer, Cambodian)

MIARSHSANA; uASIOgASunwMmManig: iunmy
SSWMMARARIGE SUENUHAY SSw §insy
sgwaspuiddgirisosmspaidumoguyd
TISAWSINWRAARIBRHINN yugiainisiive
1-800-405-9681(TTY: 711) gSUﬂUJt’ﬂHUJHﬁiﬁmifﬂﬁ
TURIH MY

Cpncku (Serbian)

MNAXHA: Ako rosopute Cpnckn, obesbeheHa BaM je
npeBoAMAaYKa ycayra. AoaaTHa oaroeapajyha nomoh

W yCAyre 3a npy»kakbe MHGopMaumja y AOCTYMHUM
dopmaTrma Takohe cy AOCTynHM 6e3 HaAOKHaAE.
Hazosute 1-800-405-9681(TTY: 7-1-1) nam pasroeapajte
Ca BaWMM MPy»KaoLeM yCAyra.

EAAnvika (Greek)

MPO>OXH: Edv pidaTe eNAnvika, undpxouv diabeoipeg
dwpeav UNNPECieg UNOCTNAPIENG OTN CUYKEKPIPEVN
yAwooa. AiaTiBevtal Swpedv kataAAnAa BonBruara kai
UMNPECIEG YIa NAPOXN NANEOPOPIWY Ot NPOTRACIPEG
pvoppes. KaAeéoTte 1o 1-800-405-9681(TTY: 711) 1)
anguBuvBeiTe oTOV NAPOXO CAGH.

A91CE (Ambharic)

AN AICE 09997% hUPh: PR &o& A1A9het (19
LPCNAPFA= avlBh (LA PCRT A%IPLN 10, VPR

T9S ATHPT AS ATATNST A34U 119 18N NOAh
®PC 1-800-405-9681(TTY: 711) LLD(x ML ATAIlet
APLPT £G%x

10 (Laotian)

1BU1U: ﬁwiwl':'nunm o, a:ﬁﬁﬁmue',qaﬁwwmuuut’uaa
aliviw. 01891228 ua: muydamuuuuligesfinn:au
LweTmauuTUSUlluumawmlaunﬂo ol 1-800-405-
9681(TTY 711 @ aunuw’Tmuamuasjmm

Yorubé (Yoruba)
AKIYESI: T o ba i so Yorubé (Yoruba), awon |seat||ey|n

,,,,,,,

“&de of ati awon ibanisoronint awon igunrégé, bia awon
atJade nla, wa fun o. Pe 1-800-405-9681 (TTY: 711)
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NOTICE OF AVAILABILITY OF LANGUAGE ASSISTANCE
SERVICES AND AUXILIARY AIDS AND SERVICES

Kru- Bassa (Kru)

DYE E-GBO-DE- : Mdyi po-ny s -wu1 i1 (Bassa) po-ny jni,
wu uxwiniin-mua-za-zakeb é é céedye e ko-ko é, hwin-
kacée-dyeevn -vn ésewiip -p o0k ni 6mbii. an a
niak,1-800-405-9681. (TTY: 711)

Ibo (llbo)

GEE NTI: O buru na i na-asu asusu Igbo (Igbo), oru
enyemaka nkowa asusu bu n'efu yana inye nziritaozi
n'udi ndi ozo diiri gi n'efu, dika e ji nha mkpuruedemede
buru ibu dee ya. Kpoo 1-800-405-9681. (TTY: 711)

@%m (Burmese)

[*]
0B(94
eaplevaloleasticcigalcrTevie
zaoo l&cecm ecooeoo

$ J0CEQPEIN 3263032 S
eul') ooco 3386 slqscsﬁoo@n 1%7(():83455 9 81(T L
711)

L ¢
OO(.O GS CDG(.DOD ODC@'\ G&jDC O’JGO OO<§C
00023 G () Il

L IL1 e

Lus Hmoob (Hmong)

LUS CEEV TSHWJ XEEB: Yog hais tias koj hais Lus
Hmoob muaj cov kev pab cuam txhais lus pub dawb

rau koj. Cov kev pab thiab cov kev pab cuam ntxiv uas
tsim nyog txhawm rau muab lus ghia paub ua cov hom
ntaub ntawv uas tuaj yeem nkag cuag tau rau los kuj yeej
tseem muaj pab dawb tsis xam tus nqi dab tsi ib yam
nkaus. Hu rau 1-800-405-9681(TTY: 711) los sis sib tham
nrog koj tus kws muab kev saib xyuas kho mob.

Nederlands (Dutch)

LET OP: als je Nederlands spreekt, zijn er gratis
taalhulpdiensten voor je beschikbaar. Passende
hulpmiddelen en diensten om informatie in
toegankelijke formaten te verstrekken, zijn ook gratis
beschikbaar. Bel 1-800-405-9681(tty: 711) of spreek
met je provider.
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Cushite- Oromo (Cushite)

XIYYEEFFANNOO: Yoo Afaan Oromoo (Oromo) kan
dubbattan ta'e, tajaajilootni deeggarsa afaanii bilisaa fi
waliin dubbiin bilisaa kan akka maxxansa gurguddaa
afaan keessaniin ni jiraatu. 1-800-405-9681 (TTY 711)
irratti bilbilaa.

UaTst (Panjabi)

Tt fe: 1 it Ut 9 9, 31 3918 B ug3 I
AT Aerel QUHY Jeivfi I6 | Ydgud] f<g
Wﬁéige'h JI& B gA< Ydd AJTES HIUS W3 A<

JdHe3 T | 1-800-405-9681(TTY: 711)
3G I 7 MUS YT &1 918 |

AUTeit (Nepali)

FraYT: fe qUTS ATl U Siedg=s Y= dUTgdh] ATl

e HINS grad JUdTs B| Ugaary

GraeEHl SHGHRI UaMH T I0gdd Jgridl R dalgss g

f:3[ch IR B| 1-800-405-9681(TTY: 711) HI Bl
T ST YGRIBIT B

Bantu-Kirundi (Bantu)

ICITONDERWA: Nimba uvuga lkirundi (Kirundi), seruvise
zo kugufasha mu bijanye n'indimi n‘'uguhanahana
amakuru mu bundi buryo, na canecane mu gukoresha

indome nini, zirahari ku buntu. Hamagara kuri
1-800-405-9681 (TTY 711)
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